obsessive-compulsive phenomena are complicated by the presence of dysphoria (anxietydepression), which commonly is present in these syndromes. Three studies have found no antiphobic effect of antidepressants; in 2 of these studies the samples had normal mood. In dysphoric patients the drugs have a broadspectrum effect, not only reducing phobias and rituals but also anxiety-depression, panic, anger and hostility, all of which are highly intercorrelated. None of these associated features has yet been demonstrated to be the core disturbance or the key target of drug action. Phobics, but not obsessive-compulsives, have an unusually high dropout rate when given antidepressant drugs or placebo. When antidepressants are stopped, even after 6-8 months, relapse is likely. The drugs do not reduce the liability of many phobics and obsessive-compulsives to have dysphoric episodes over the years.
Though exposure treatments have less effect on dysphoria-than do drugs, they are more lastingly effective for phobias and for rituals. Exposure therapy is indicated where there is persistent avoidance of some discomforting situation or feeling. While marked dysphoria is associated with a greater benefit from antidepressant drugs, it seems to retard improvement with exposure treatments. In the absence of marked dysphoria, gains in phobias and rituals continue after exposure treatment over 2-9 years of follow up.
Neither antidepressants nor exposure seem to reduce the tendency for many phobics and obsessive-compulsives to continue having dysphoric episodes over the years, though exposure treatment seems to uncouple their dual pathology by protecting against the full re-emergence of rituals and phobias when mood disturbance subsequently recurs. Not only is exposure effective for even complex phobias and rituals, but it also need not be more time-consuming than drug administration. Exposure is often successfully self-administered with the aid of a self-help manual with or without brief guidance from a therapist. In a controlled study phobics were assigned at random to one of 3 groups where homework instructions for exposure treatment were obtained respectively from a self-help manual (Marks 1978), a computer terminal programmed with the manual, or from a psychiatrist (Ghosh et al. 1984) ; in up to 6 months follow up all 3 groups improved substantially and equally. These points are important for psychiatrists to consider before embarking on antidepressant drug treatments which mainly act in the presence of dysphoria, are not without potentially serious side effects, and which are associated with a high relapse rate on drug withdrawal.
That antidepressants alone are not enough, even in dysphoric patients, but rather act by making it easier for patients to pndertake everyday exposure tasks to which they then become habituated, is suggested by the findings of Telch (1983) . His imipramine patients had initial dysphoria and then improved in depression but not in phobias or panics; they were deliberately discouraged from carrying out exposure. Yet other patients who had imipramine plus exposure in vivo improved not only in depression but also in phobias and panics, as did other patients who had placebo plus exposure in vivo, though the latter group improved less in depression. The practical point to emerge is that dysphoric phobics and obsessive-compulsives who are given antidepressants should probably be encouraged, as soon as their mood improves, to systematically re-enter their phobic or ritual-inducing situations as soon as possible and to remain in them until the ensuing discomfort subsides. In the absence of dysphoria, exposure is the treatment of choice. small, but definite, risk. Also the patient can push out and tense her abdominal wall muscles thus providing a rigid platform for the insertion of the instruments, thereby minimizing the risk of damage to the intra-abdominal viscera. Further, the patient will feel better after a local anaesthetic, the pain associated with the procedure is minimal and there is less postoperative discomfort from the pneumoperitoneum and from drugs.
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It is important, however, to stress that even in skilled hands complications can arise, and it is not good practice to operate in a theatre where these cannot be dealt with. Laparoscopy should, therefore, be regarded as a day-case rather than an outpatient procedure and should be performed in an operating theatre with staff and facility for alternative surgery should this prove necessary.
The patient is counselled either at the initial consultation or on admission to hospital. She receives 10 mg diazepam orally about one hour preoperatively and 0.1 mg fentanyl intravenously on admission to the anaesthetic room. In theatre the staff must learn to work quietly and without verbal instruction; the only sound should be the quiet dialogue between the surgeon and the patient as each step is explained to her. Cleansing and draping is carried out with decorum, the patient being uncovered for as short a time as possible.
A Weisman-Graves' speculum is used to visualize the cervix which is cleansed with povidone iodine. A Hulka cervical tenaculum is applied taking only a small bite of the anterior lip of the cervix to minimize pain.
Local anaesthetic is infiltrated into the sites of the abdominal incisions using 20 ml of 0.5 % lignocaine in each site. As the longer needles are inserted, and at each subsequent insertion of instruments, the patient is asked to push out her abdominal wall thus preventing possible damage to intra-abdominal vessels and viscera. The pneumoperitoneum is introduced through an intra-abdominal incision using about one litre of carbon dioxide. This is safer than nitrous oxide should heat have to be used within the peritoneal cavity; there is no significant difference in the pain experienced provided that the procedure is completed within a reasonable time. Routine laparoscopy is then performed.
If the second puncture is made laterally through the rectus sheath, care must be taken to avoid the trocar skidding caudally on the surface of the sheath and penetrating it and the peritoneum at a distance from the site of the anaesthetic. It must follow closely the line of the anaesthetic or pain will ensue.
Laparoscopy under local anaesthetic should not be considered if the patient has any fears about the operation. There is no place for a patient being either frightened or hurt. Obesity is not a contraindication provided that the abdominal wall is not too thick, but any suspicion of intra-abdominal adhesions should be an indication for a general anaesthetic as they may be difficult to negotiate without causing discomfort.
The principal indication for laparoscopy under local anaesthesia is for sterilization using some form of tubal clip. Tubal endocoagulation can be performed under local but the application of Fallope rings is more painful and probably unacceptable. It is possible to assess suitability for reversal of clip sterilization under local anaesthesia, but the more difficult assessment of patients who have had electrocoagulation requires a general anaesthetic. Assessment of abdominal pain can be made with a cooperative patient, the-painful structure can be palpated with a Verres' needle to help to confirm the diagnosis. Conversely, the patient with no pelvic pathology will often accept her discomfort if the normality of her pelvis has been demonstrated to her with a teaching aid.
There are few problems. From a personal experience of 1200 operations under local anaesthesia, 9 patients have changed to general anaesthesia following admission to the operating theatre. In 4 the change was made because of apprehension before the operation commenced. Of the remainder, 4 had either cervical pain or pain at the site of the second puncture and one was obese and had intra-abdominal adhesions. All the other operations were completed under local anaesthesia but about 2% felt pain and a similar number experienced discomfort. The remainder found the procedure acceptable and preferred it to a general anaesthetic. Less than 1% have had to stay in hospital overnight because of postoperative discomfort. Return to work and to normal social activities was faster than with general anaesthesia.
Laparoscopy under local anaesthetic is safe and easy to perform with minimal discomfort to the patient. The surgeon learns to practise more positively his skills as a doctor, his assistant acquires added gentleness and all the staff learn to work with more consideration for the patient.
This technique has an important role in gynaecological surgery and its wider use is recommended.
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